Objective To test the classification system Re. Co. De. to improve our understanding of the main causes associated with fetal deaths. Method The study included 348 women who were admitted with intrauterine deaths. After the stillborn babies were examined along with the placenta. The causes were classified according to Re. Co. De. system. Results The analysis of the new classification (Re. Co. De.) allowed attributable causes to about 90% of cases of stillbirth explained while 10% where unexplained. The commonest cause was found to be toxaemia of pregnancy, followed by IUGR, rupture uterus, obstructed labour, abruptio placentae etc. Conclusion The Re. Co. De. system gives us a better understanding of antecedents of stillbirth and the clinical practices, which need to be addressed to reduce perinatal mortality and have a better obstetric result in the next pregnancy.
Introduction
Stillbirths (SB) are the largest contributor to perinatal mortality. Most of the studies on pregnancy outcomes, maternal mortality rates and SB in India are hospital based and do not reflect the true picture of the situations in the community. A SB is emotionally upsetting to the parents who are now anxious about the chances of having a pregnancy carry through successfully the next confinement.
''The birth of a newborn after twenty-eight completed weeks of gestation weighing 1,000 gm or more, with baby showing no signs of life after delivery is a still born'' [1] . Such death includes both antepartum and intrapartum death.
A new classification system, Re. Co. De. classification (relevant condition at death) helps us in understanding better the various causes of SBs. This new classification system identifies 85% conditions. This is unlike other classification systems like Aberdeen or Wigglesworths classification which could identify only one-third causes of SB leaving most of them unexplained.
Material and Methods
This is a retrospective study done in the Department of Obstetrics and Gynecology, Medical College, Raipur from September 2007 to September 2008.
The study included 348 women who were admitted with intrauterine deaths. A detailed history was taken including the age, parity, body mass index, booking status and socioeconomic status, obstetrics history, history of present illness and personal history regarding any drug intake or any medical and surgical illness. Following a general, systemic and obstetric examination, the women were subject to the following investigations; hemoglobin, blood grouping and cross matching, blood urea and sugar, sickling, urine-Routine/microscopic, coagulation profile. After delivery, the ''still born'' baby, the placenta and the cord were examined for the following abnormalities: Lastly the cause found for each still birth was classified according to the Re. Co. De. classification given by Gardosi et al. [2] . Women were then counseled accordingly for their future pregnancy.
Results and Discussion
The still birth rate in our hospital was found to be 6.58% and was associated with certain factors (Table 1) .
In our study the maximum number of SBs was in maternal age group [35 years. In the study by Reddy [3] , the relationship of maternal age with still birth risk was calculated in approximately 5,000 gestations. The risk in women[35 years was found to be 1.32 fold greater than in the younger women. Another study done by Saha et al. [4] , also concluded that advance maternal age is considered to have more adverse pregnancy outcomes as compared to the younger age groups.
On analysis, our results found a connection between high BMI and still birth. In a study done by Stephansson et al. [5] , this association was investigated. They found that maternal overweight and raised BMI, increased the risk of antepartum SB.
Birth weight is also one of the influential factors for unfavorable outcome. For birth weight 1-1.5 kg, our SB rate was 26.72%, whereas for birth weight 2.6-2.9 kg, it was reduced to 9.48%.
Savvas et al. also found a strong relationship between still birth and small for gestational age. They found half the still born were \10 percentile for weight [6] . Table 2 shows various etiologic factors for SB, commonest being hypertensive disorders of pregnancy. In our study the overall incidence of SB in this category was approximately 20% (preeclampsia 6.32%, gestational hypertension 4.02% eclampsia 9.77%). In a study, by Villar et al. in a WHO antenatal care trial, analysis of 39,615 pregnancies, they found that fetal death was slightly higher in preeclampsia i.e., 2.2%, in comparison to gestational hypertension i.e., 1.4% [7] .
Severe anemia as a cause of SB was present in 6.89% of our women. This figure is quite low in comparison, to a study done in sub-saharan Africa, where 63% SBs were attributable to anemia in mothers [8] .
Congenital malformations were present in 4.31% of our women. Most of these were open neural tube defects. Wapner [9] found a very high percentage i.e., 25% of SBs caused by congenital malformations.
In our study, in group E we found that women with rupture uterus and obstructed labour were responsible for 8% of SBs in each condition.
Conclusions
Still births contribute significantly to perinatal loss. It is important to evaluate SBs and identify the preventable causes for future pregnancy.
The available classification systems either depend on extensive investigations or leave two-thirds of SBs unexplained.
Re. Co. De. is a clinically based classification system appropriate for a developing country like India, where minimal investigations are done. We found unexplained SBs in 9.77% women only.
Every hospital should audit their SBs and identify the preventable causes. Classification of SBs will give them a chance for recognizing the need for a close surveillance of women in future.
